Several surgical methods are used to treat peritonsillar abscess, but no protocol f or outpa tient medical treatment has yet been publi shed. Between February 2002 and February 2005, we treated 98 peritonsillar abscess patients with an outpatient medical regimen that involved hydration, antibiotics, steroids, and good pa in control. All patients were Nativ e Americans, who are known to have a particularly high incidence of peritonsillar abscess. The medical regimen was generally successf ul, as only 4 patients (4.1%) subsequently required post-treatm ent needle aspiration or incision and draina ge. We conclude that the medical protocol descr ibed herein provides practitioners with a viable noninvasive alternat ivefor treating peritonsillar abscess.
Introduction
Twenty years ago, the lead author (R.H.L.) first notic ed a striking degree of synergy between antibi otics and steroids in the treatment of various head and neck infections. Ten years later, he began conducting clin ical trials of various antibiotic and steroi d combinations for the treatment of peritonsillar abscess. The se regim ens proved to be very effective, although treatm ent success required relativ ely high doses of steroids. Cephalosporin s in particul ar see med to provide adequate antibiotic coverage. Aspiration cultures were found to be of no value. At the same time, the lead author had also been success fully administering steroids via three routes following outpatie nt tonsill ectomy to control pain and swelling.
More recentl y, we conducted a study to assess the effectiveness of an antibiotic-steroid protocol in Native Americans, who have a particularly high incidence of peritonsillar abscess. had been spending large sums of money to air-evacuate patients from rural field hospitals and clinic s to our referral hospital in Phoeni x for definitive otol aryn golo gic care because the outlying practit ioners were not comfortable treating peritonsill ar abscess. Our outp atient med ical treatment plan does not requi re immediate instrum ent ation, such as needl e aspiration or incision and drainage, and it can be used with confidence by practit ioners regardless of their level of training . To the best of our knowl edge, no such medi cal protocol has been published prev iously.'
Patients and methods
Between February 2002 and Febru ary 200 5, we treated 98 NativeAmericans in Arizona who had been diagno sed with peritonsillar abscess. Patients ranged in age from 9 to 48 years; most were aged 15 to 26 years. The diagnosis had been made solely on the basis of the clini cal present ation; no immediate aspira tion or incision and drainage had been performe d for either diagnosis or treatm ent.
The treatm ent prot ocol is summarized in the table . Medication dosages were adj usted to the weight of each indi vidual patient. Four patient s with penicillin allergy were given clind amycin rather than a ceph alosporin.
The medical regi me n was considered successful if a patient was symptom-free 10 days followi ng the co mpletion of treatment. Patients who had not imp roved in 48 to 72 hours were asked to return to the emergency dep artment. Because aspirations were not performed, no cultures were available ; howe ver, cultures are reportedly not helpful in the management of peritonsillar abscess.'
Results
Ninety-two of the 98 patients were treated strictly as outpatients; the other 6 were briefly admitted to the hospital for observation, intr avenous fluids, and symptomatic care. Treatm ent was success ful in 94 patient s (95.9%); 2 patients requi red needl e aspiration and 2 others underwent incision and drainage. No com plications of medical treatment were observed. Seven patients requested an elective tonsillectomy at a later date because of recur rent tonsillar infections.
During the 12 month s followin g the compl etion of this 
Discussion
From a cost standpoi nt, this protocol has proved to be a very effective form of therapy. In our study, few patients required hospitalization and even fewer underwent a subsequent office proced ure.
Withexperience, the practitioners in the field have been delighted with the results of treatment, and they have become more comfortable with the outpatien t protocol. Initially, some of these practitioners were hesitant to use large doses of steroids in the presence of infection , but this reluctance was eventually overcome.
Patients, as well as practitioners, have been pleased that initial aspiration and incision and drainage are not necessary-particularly younger children and teenazers who b , are especially fearfu l of needles around the facial area . Cephalosporins were highly successful in this protocol and were preferred over c1indamycin from a standpoint of medical risk. The admini stration of steroids via three routesmight seem excess ive, but the lead author deemed it necessary during the early clinical trials when the protocol Silverstein Institute is currently recruiting for aGeneral Otolaryngologistto work in Lakewood Ranch, Fla., office. This is a great opportunity with a successful, busy practice. Applicants must be board-certified or board-eligible Otolaryngologists. was being deve loped. Dexamethasone has been reported to be of value in relieving pharyngeal pain in an emergency department setting.' Our study confir med this finding, as mos t patients experienced immediate relief of some of their presenting symptoms after receiving a steroid in the emergency department.
While the combination of antibiotics" and steroids is the mainstay of this treatment plan , we must not discount the importance of hydration and pain control. During the development of this regimen, several patients were given ketorolac and an IV narcotic in the emergency department at the individ ual practi tioner 's discretion. Th e analges ia appeared to be quite beneficial, and both pain med ications were eventually added to the protocol. Patients must be given adequate outpatien t pain medication so they will be able to maintain a good level of oral hydration.
